MISSOURI DIVISION OF HEALTH -~ STANDARD CERTIFICATE OF DEATH

DEF'ARTMENT OF PUBLIC HEALTH AND WELFARE

248
‘DO NOT WRITE AMENDED Registration District No. __,_,__,'_[_g rimary Registration District No. —__(____-__é_?ﬂegutrnr s Now o
ON THIS STUB 'F‘[va”" 9 !35‘{_

1. PLACE OF DEATH 2. USUAL RESIDENCE {Where decessed lived. If institution: Residence before

a. COUNTY JACKSON s STATE MISSOURI b COUNTY JACKSON sdmisslon)
b. CITY {If outside corporate limita, giva TOWNSHIP only) Length of stay in 1h c. CITY Inside Limits

1w KANSAS CITY 20 yrs. Town KANSAS CITY Yo O NI

c. FULL NAME OF (If NOT in hospital, give location} Inside Limits d. STREET If autaidi iva locati i
FeOSP TAL Oa i ADDeete {If outside, give location) Reside on Farm

INSTITUTION General! Hospt. YeX] NoO 3439 Michigan Yes [ NoO)

STATE FILE NUMBER

VS 300
Rev. 4/59

DATE AMENDED

3. NAME OF DECEASED Firsr Middle Lant 4. DATE Month Day Year
F

(Type or print) Ol
WILLIAM LUNCAN DEATH 12-20~63
5. SEX 6. COLOR OR RACE 7. Married)]  Never Married [] |8, DATE OF BIRTH | ¥ AGE (last birthdey) [IF unhosa 1 YEAR [ IF UNDER 24 HR
Widowed Di ed Months Days Hours Min.
Ma ] e Neqr o owed [] ivarced ] w

11-5.24 39 yrs.
T0o, USUAL GCCUPATION (Give Kind of work done | 105. KIND OF BUSINESS OR INDUSTRY] 11, BIRTHPLACE (City and flate of country] | 12. CITIZEN OF WHAT COUNTRY

during most of working life, even if retired)

Laborer Construction Grady. Ark
135, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME rr " NAME OF Huska%% OR WIFE

; " Mollie Reed | _Louise Duncan
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
{Yes, no,ﬁ unknown) |(If yes, give war or dates of servi

Louise Duncan 3439 Michiga
18. CAUSE OF DEATH (Enter only ans cause per line ~ INTERVAL BETWEEN

PART I. DEATH WAS CAUSED BY: ’% ONSET AND DEATH
IMMEDIATE CAUSE (s} @MW
. 7 ; -
Conditions, if any, OUE TO (b} MM w—zﬁ W‘r\.
which gave rise to

shove cause ta).
sating the wu
lylng cause Iasl DUE TO {c}

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but net relsted to the terminal PART 1Il, If deceased was female was
disease condition given in PART | (a) thare a pregnency in last 90 days.

l O Yer | 0O Ne | O Unknown

DOCUMENT

19. W%OFSY 20a. ACCIDENT 5UI%DE HOMEIlCI-DE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |1 of irem 13.)
D? a

PER
YES NO [T

20c. TIME OF Hour Month, Dey, Year
INJURY am.
o 13 /20/6%
20d. INJURY OCCURRED T 120e. PLACE OF INJURY (e.g., in :r sbout home, | 20f. CITY, TOWN, OR LOCA‘TI N COUNTY
’ #an i

WHILE AT WORK [1
NOT WHILE AT WORK []
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MEDICAL CERTIFICATION

21. | attended the deceased from
m on the date pated above, and to the beit of my knowledga, from the causes srated.

Desth accurred at

22a. SIGNATURE {Degree or tille) 22b. ADDRESS 22c. DATE SIGNED
L]

m é. L_LA_LL /20
Tia_ BURIAL. CREMATION, | 23b. DATE 23c. NAME OF CMAETERY OR CREMATORY 234/ LOCATION (City, town, of county} (Sta

REMOVAL {Specity)

Rﬁ'ﬁ%?iﬁ 2-24-63 . Kan i <
24. FUNERAL DI ! ] ADDRESS - 25. DATE RECD. BY LOCAL REG. . 'S SIGNATURE

Watkins Bros. Funeral Home IIBth & Bent / /aé-3 y

{Licensed Embalmer's Staterment on Reverse Sida)

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

T, B, Tolman

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER -

(EH

ﬂ-

AL
| hereby certify that the body whose name is recorded on the reverse side of this certificale was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Studen_r Signed ‘}240—'0’-—- 2 : %%

Signature of Stvdent Embalmer

</ a4

Licensed Embalmer No.

P. O. Addrass ///&& 4 )ﬁze-

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). )
{f embalmed by a STUDENT, he also shall sign in his OWN handwrmng
. If this body. is not embalmed fact should be so 5tated above




